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Editorial 
The fi.I"St issue of the journal produced by 
the present editors was distributed in 
October, and we were quite pleased by its 
reception. There are troubles, however, 
over the question of student participation. 
At present four of the five members of the 
editorial board are from the class of ·n 
and the remaining editor is from the class 
of 78. First year students are not 
represented at all. In addition, we have not 
been approached by students interested in 
working on an article or other projects for 
the journal. It does not seem right that the 
content of what is supposed to be a student 
publication should be determined by a 
small isolated group. In view of this, we 
would like to make some suggestions of 
ways in which students may contribute to 
the journal 
a ) There is now a " Letters to the Editor" 
column. Certainly, comments, clarifica-
tions, additions or criticism may be 
expressed here. Both students and the 
faculty are encouraged to contribute in 
this way. We especially welcome com-
ments from students concerning their 
medical education at U.W.O., including 
suggestions for improvement. 
b ) We need articles from students. 
Medical students are required to write a 
number of essays during their four-year 
course. Some of these are first-class. We 
welcome submissions from students who 
feel they have researched an article 
especially well or who simply feel they 
have an original idea to express. 
c) We hope to be able to arrange a number 
of articles to be written by students under 
the supervision of various faculty mem-
bers. This is an ambitious project, the 
success of which will depend on student 
interest and initiative. These articles will 
be of a 'review' nature on selected clinical 
and basic science topics. We visualize the 
role of the faculty member as guiding the 
reading of the student, taking part in 
occasional consultations regarding the 
article and reading the final draft; the 
student would take responsibility for 
research, write-up and documentation of 
the article. The editors would be happy to 
discuss this project informally with any 
interested student. We would also ap-
preciate hearing from faculty members 
willing to take part in producing one of 
these articles. If people are interested, we 
hope that in future these articles will 
represent a major part of the content of the 
journal. 
d) We are prepared to print submissions 
under our "Medical Imagination" col-
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umn : fiction, book reviews, poetry, 
cartoons or photographs will receive 
attention. 
e) Beginning in this issue we are including 
a "Point of View" column. We hope that 
students and staff will express their views 
here in the future and we would like all 
members to feel free to comment on the 
issues discussed with letters to the editor. 
In summary, we are asking our readers 
to take an active part in determining the 
future of the journal. Its content and 
relevance can only reflect the active 
support it receives. 
••••••••••• 
The Ten M t Common Errors in Teaching 
Though the form of professional address 
selected by physicians - "doctor" - is 
derived from the Latin doceo, doctum 
meaning " to teach", generations of 
medical students complete their studies 
convinced that physician and teacher are 
antithetical terms. Certainly, the masterly 
pedagogue, a subtle blend of clown, 
scholar and evangelist, is a rarity. But 
with meticulous planning and a modicome 
of common sense most individuals may 
become at least competent in the teaching 
profession. Armed with this conviction, the 
Journal conducted an informal survey of 
the medical class of 1977. The items listed 
below are the ten most frequent and 
objectionable errors committed by medi-
cal instructors. If each faculty member, 
after reading this list, avoids such pitfalls 
in future lectures, he surely deserves the 
title "doctor" in its broadest sense. 
1. Mi use and Abu e of Audiovi ual Aids 
This is by far the most common error in 
teaching. The showing of a rapid sequence 
of detailed charts and graphs, often poorly 
developed, the use of videotapes with 
deficient sound tracks or x-rays which 
don' t project, and the assumption that 
students are able to take notes for an hour 
in darkness are inconsiderate but hardly 
uncommon blunders. As several students 
noted, the best lecturers simply use the 
blackboard - and then sparingly. 
2. Poorly o-ordinated Group Teaching 
A close second to number one above, this 
error occurs when groups are large such 
that no one member develops a theme or 
when groups are poorly organized leading 
to considerable repetition. One good 
lecturer is worth a dozen competing and 
confused experts. 
3. Lack of Written Handout . 
This error is a natural corollary to the 
foregoing: a bad lecture means bad notes 
which can be in part compensated for by a 
handout. This term does not denote a list of 
headings or worse, a list of references. 
4. Pre entation of Too Much Material Too 
Rapidl . 
Most students believe that some 
material covered adequately is better than 
a great deal of material covered quickly. 
5. A Lack of Rapport With The Cla s. 
This beading encompasses a number of 
diverse yet specific errors: failure to 
maintain discipline, refusing to answer 
questions, provoking needless questions, 
and prefacing a lecture with the 
pessimistic remark that the material 
cannot possibly be covered in the allotted 
time. 
6. Lack of Information Concerning the 
tudent Level of Knowledge. 
When at all possible an instructor should 
check with students and colleagues to 
ensure that he is not repeating a lecture 
already given. Every attempt should be 
made not to talk above the students or to 
over-simplify. 
1. Lack of Organization or Preparation. 
At least one-quarter of an instructor's 
preparation should be devoted to consider-
ing not what be will present but how he will 
present it. Too often, as well an instructor 
attempts to conceal disorganization by 
presenting a patient when, in fact, the 
patient adds nothing to what has already 
been said. 
8. Failure to Emphasize the Main Concept 
in a Lecture. 
Too often no introductory lecture plan is 
given to indicate a classification or outline 
on which major points will rest. Often, as 
well, minor details are accorded the same 
treatment as major concepts. Few if any 
lecturers give a quick summary of their 
presentations at the end of a class. 
9. Lack of Clinical Relevance. 
Frequently, basic science instructors 
lose sight of the level of knowledge 
required and desired by a practising 
physician and innundate students with the 
esoteric detail of their own discipline. 
10. Lack of Enthusiasm for Teaching. 
Enthusiasm is often contagious but 
markedly less so than a lack of it: a 
disinterested, restless class is too often a 
reflection of a bored instructor. 
If a faculty member recognizes certain 
of his own teaching habits listed with the 
errors above, this article has served its 
purpose. On the other hand, if any 
instructor does not consider himself guilty 
of one of these practices . . . we would like 
to bear from him. 
The Editorial Board 
The Medical Approach to the 
Elderly Patient 
A discussion of the speciaJ problems of 
e elderly probably wouldn't teach us 
uch that we don't already know but 
rhaps it might bring to mind things to 
hich we haven't given much thought. I 
y this because the elderly are a special 
ss of patients for whom many speciaJ 
nsiderations must be made. 
Dr. R. Butler says in his book Wby 
urvive?. "The tragedy of old age is not 
at each of us must grow old and die, but 
that the process of doing so has been made 
ecessarily and at time excruciatingjy 
ainful , humiliating, debilitating and 
· olating through insensitivity, ignorance 
d poverty. " 1 
At the present time 10% of our 
pulation is over the age of 65 and by the 
ear 2000 that figure should be 20%, 
thereby equalling the number of people 
under the age of 15. Therefore, if for no 
other reason than their numbers, the 
elderly represent an important group of 
people. Physicians must improve their 
skills in dealing with the elderly patient -
both the person and his process. 
I will begin by noting some reasons for 
considering the elderly as a separate 
group; 
1) There is a high prevalence of illness 
among the elderly. 75% have some chronic 
ailment and 38% have an ailment which 
limits their activities. People over 65 
represent 25% of mental health admis-
sions. In general, they have a very high 
incidence of minor ailments, both physical 
and emotional. 
2) They need continuing care. In view of 
their many ailments and decreased 
mobility, the elderly patient can be 
expected to rely heavily upon his 
physician. We should also be aware that a 
person 65 years of age can presently 
expect to live 15 years and a person 85 
years old can expect to reach 90. 
3) The elderly tend to c;uffer from certain 
characteristic diseases. Examples of these 
are - artberosclerosis and its sequelae, 
skin changes leading to pruritis, senile 
vaginitis and slow healing, immune 
system changes leading to easier infec-
tion osteoarthritis, osteoporosis, constipa-
tion , chronic lymphocytic leukemia, 
adult-onset diabetes, prostatism etc. 
4) There is often a diagnostic problem due 
to multiple afflications. The numerous 
health problems that so often present in an 
elderly patient can create a very 
complicated picture. Consider, for exam-
ple a 75 year old man who has smoked for 
60 years and has a history of tuberculosis, 
coronary heart disease and hypertension 
presenting with exertional dyspnea . 
5) Diagnostic considerations are differ-
ent. We tend to rule out many processes -
such as hereditary diseases, and assume 
the presence of others. 
6) Management considerations are often 
different. These people are poor surg.ical 
risks and have two to three times greater 
operative mortality. Even more important 
is the fact that they are often more willing 
and able to live with certain disabilities 
than younger patients. This leads us to 
question our goals in treating the elderly -
to what extend should we attempt 
"cures" ? 
7) The nature of their life situation is 
different. These are not people for whom 
life is opening up. Their life situation is 
molded by loss - loss of family , health, 
spouse, prestige, position, respect, finan-
cial security and, perhaps most important, 
loss of dignity. It is interesting to note the 
effect of economic security on morale. As 
a counter to depressive reactions it 
appears to supercede even physical status 
in this age group. The elderly must endure 
more stresses and these tend to be more 
devastating and less subject to restitution. 
We should go on to consider some of the 
difficulties that we, as physicians have in 
deaJing with the aged: 
I ) The negative stereotype. These people 
are seen as "senile" and " incapable" . It is 
interesting to note that lowered IQ has not 
been found except in the presence of 
depression, inactivity and physical ill-
ness .2 
2) Feelings that the person is "useless" 
and not worth worrying about. 
3) We tend to view the elderly as 
" infirm", dependent and as an institution-
al problem. In fact, only 5% live in 
institutions and another 13% live with 
family and relatives. 
4) We are often frustrated by the fact that 
these patients are " low on health and 
vitality" and by the fact that we cannot 
cure them. For instance 25% have some 
loss of hearing affecting function and a 
similar number have some loss of memory 
- both aggravating problems for the 
physician. 
5) often it takes much longer to 
adequately deal with an elderly patient -
usually for the reasons outlined above. 
The sad thing is that the elderly must 
live burdened by such attitudes and 
expectations because he is in a dependent 
position. Such a situation can seriously 
interfere with communication between a 
doctor and his patient. 
Bill Love 
This much said, let us now try to map out 
a strategy for dealing with this group of 
people. First of all - what do they want 
from us as physicians? Elderly patients 
often do not enter the physician's office 
with the idea of a quick cure, but with the 
hope that the physician will make them 
feel better for the present and accept 
medical responsibility for them in the 
future. The doctor-patient relationship 
thus set up is especially crucial for the old 
person who is often more fearful of losing 
other people than of death itself. Often he 
desires nothing more than simple social 
contact. We often do not realize that the 
patient is not looking for medicine and 
procedures, but for a pattern of living and 
learning to cope with his own existance. 
Some elderly patients have a special 
problem since they te~d to be p~~cupied 
with the changes gomg on w1thin them 
and they view every serious illness as 
heralding death. Thus they constantly 
must seek reassurance that such is not the 
case. 
What are some of the psychological 
factors to be kept in mind in understanding 
this group? 
1) Behavior. The behavior of the elderly 
tends to be dominated by a series of 
organaized habits and defined attitudes. 
This leads to apprehension in new 
situations. 
2) P r onalit . The older person tends to 
see the outer world as complex and 
dangerous ; as a result when dealing with 
younger adults they become mild , 
conforming and weak - readily accepting a 
role similar to that of a chiJd. Some 
psychologists go so far as to state that 
there is a natural and mutual disengage-
ment between the elderly and society 
which serves to prepare them for the 
ultimate separation from life. 
The issue of loss and coping with loss are 
central to the personality changes in the 
aged. They must try to maintain an 
identity in dealing with the crises 
precipitated by their changing roles and 
status. Because of this stress you often see 
the acceleration of lifelong psychopatho-
logy with increased agitation, depres-
sion, withdrawal, hypochondriasis and tbe 
adaptive use of denial and counterphobic 
activities. So we come to accept the 
stereotyped identity of the aged as 
including feelings of unworthiness, inade-
quacy, irritability, loneliness and fear of 
disease, disability and death. These are 
aggravated by compulsory retirement, 
loss of income and other stigmata imposed 
by an unfeeling society. 
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3) Motivation. What is it that motivates 
the elderly person? More specifically what 
makes him seek help from the doctor, and 
bow does be view his own recovery? 
Researchers find that the desire for 
continued growth of personality is a 
persistent motivator through life. How-
ever, negative factors such as anxiety and 
feelings of threat are also powerful 
motivators and it is with these that the 
family practitioner must most often deal. 
In the young, such things as ambition 
and eonomic pressures make the patient 
seek a speedy recovery. In the older 
patient, these factors do not apply. Illness, 
with the excuses it gives for being 
dependent, is a state they may desire, even 
if they do not admit it. A bed in hospital 
may be a refuge from the inhospitable, 
lonely world outside and the longer they 
are in the hospital environment, the less 
likely they are to give it up voluntarily. 
The reactions people have to their own 
illnesses are many and varied, and so it is 
with the elderly. 
Two sorts of reactions in particular can 
present problems to the physician. The 
first is a sort of desolate pessimism - " let 
me die" - the patient feels be is doomed. 
This attitude almost always changes as the 
patient does in fact recover, leaving 
perhaps only a residuum of apprehension. 
Secondly some patients, on becoming ill, 
seem intent on dying - death is genuinely 
welcomed. Often this is seen with no 
component of depression. The reasons for 
this attitude are obscure and we tend to 
explain it away with words such as 
deprivation, bereavement, spiritual be-
liefs, etc. In any case such feelings can be 
a very real factor in any disease process. 
Often we are hindered by the inevitable 
problems the elderly do experience - such 
as impared recuperative abilitiAA. In 
short, a patient may be perfectly able to 
learn to walk after a stroke, but unless he 
perceives a reason for walking he may 
soon abandon the attempt. We cannot 
assume that the elderly patient is as well 
motivated as we might be, if put in the 
same position. 
4) Fears of Death. These are very much a 
part of aging. They are inevitable and in a 
sense all elderly patients are terminally 
ill. This we might reasonably expect a 
patient at various times to display many of 
Kubler-Ross's classical stages of terminal 
processes - denial, isolation, anger , 
bargaining, depression and acceptance. 
The role of the doctor in such instances is 
to try to understand what his patient is 
trying to communicate. Many patients try 
repeatedly to talk about their fears 
especially during the early stages of an 
illness. Soon they become fearful and 
avoid the subject, then passive and 
dependent on the doctor who is a symbol of 
non-abandonment. In the end there may be 
complete silence brought in by a dread of 
abandonment. 
So far I have tried to give some 
understanding of the process of aging, bow 
we should try to put such understanding to 
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some practical use. Let me preface such 
considerations with a quote from Cowdry 
and Steinburg's text which states that 
" successful aging depends upon the 
individual ability to cope with the 
physiological changes within himself as 
well as with external social changes and to 
achieve a harmony of the two. "3 It is 
within this framework that we can plan 
our approach. The main solution to the 
sense of futility regarding the treatment of 
the elderly is sufficient attention to the 
patient to discover to what extent his 
conditions are reversible and to set 
realistic objectives on that basis. We 
must often make a specific attempt to 
please the patient by such means as 
decreasing the length of a hospital stay, 
prescribing less expensive drugs, ordering 
a minimum of tests, or by simply being 
available to him. The doctor's principle 
medicine is often his own unconditional 
availability - he provides hope and 
sustains the dignity and self-respect of the 
patient. It is important that we encourage 
them to exercise both their psychologic 
and physiologic functions. These patients 
should be out of bed and carrying on 
activities compatable with their physical 
status. Lastly, we should realize that the 
oldster is likely to need a great variety of 
health-eare professionals - nurses, dent-
ists, occupational therapists, physiothera-
pists, social workers, homemakers and so 
on. So we musf be sure that our patient 
does not become lost in a health-care maze 
never to be heard from again. In the same 
way, we should consider the large 
assortment of drugs which many elderly 
patients must sort through each day and 
think of ways to simplify the list both to 
improve compliance and to avoid detri-
mental interactions. 
I will conclude with what I like to call a 
set of "modest goals" which summarize 
many of the points made above: 
1) try to foster positive self regard in the 
patient; 
2) promote relief from monotony be 
encouraging the use of clubs, facilities and 
other services available to the elderly; 
3 ) be aware of prevention and make an 
effort to protect the patient ffrom physical 
hazards as well as social hazards such as 
poverty and squalor ; 
4 ) try to understand the social and 
environmental handicaps which the elder-
ly must endure. <As an example, during 
the recent postal strike one of the 
distribution centres for government pen-
sion cheques was so situated that the 
recipients had to climb several flights of 
stairs to receive their cheques.) 
5) respect their rights and prerogatives, 
such as social and occupational positions, 
skills and possessions ; 
6 ) set realistic goals for the diagnosis and 
management of disease. Do not neglect 
treatable disease simply on the basis of 
age, but at the same time do not be over 
zealous where the possible rewards are 
few. 
7) aid their separation from the demands 
of active life as needed, without undue 
suffering and with honour, comfort and 
dignity ; 
8) discourage any tendency toward com-
plete withdrawal ; encourage the retention 
of friendships and participation in social 
affairs. 
Let me close with the following quote 
from Gitelson: 
"To die with one's boots on is the 
keynote of mental health in old 
age. Never to know that one is 
through, never to feel super-
fluous , never to lack significance, 
never to be without use, never to 
be without an outlet for creative 
urge, never to be without a word 
in the affairs of man. "4 
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Point of View 
Canadian Physicians 
for Life and the 
Abortion Issue 
Canadian Physicians for Life is now an 
officially incorporated national organiza-
tion with local groups in most of the major 
centres in Canada. Formation of this 
organization has come about through 
increasing concern among certain seg-
ments of the medical profession at the 
increasing loss of respect for life as 
evident by the widespread use of abortion 
on demand and the trend towards 
increased use of euthanasia in the 
newborn, elderly and handicapped. 
To understand the basis of this 
organization, I thought it would be 
worthwhile to review in an historical 
fashion some of the highlights of the 
manner in which this group was formed. In 
1969, the Omnibus Bill was being discussed 
which included a section on abortion which 
would make abortion legal if the health of 
the mother was in danger . A local group of 
physicians formed the London Society for 
Protection of the Unborn and a brief was 
eventually prepared and presented by 
Doctor Jack Walters, Doctor Tillmann and 
myself to the committee in Parliament 
discussing the matter. We had predicted 
that including the word health in the law 
would lead to widespread use of abortion 
on demand despite assurances from Mr. 
Trudeau and others that this was not the 
purpose of the law. As the number of 
abortions in hospital increased dramatic-
ally in most centres, many physicians 
became increasingly concerned. In the 
Spring of 1974, Doctor Reg Bannister who 
practices in Cambridge formed the 
Friends of Hippocrates appealing to both 
physicians and nurses to promote respect 
for life and specifically to uphold the 
United Nations Universal Declaration of 
Human Rights in 1948 including the phrase 
" we will hold the utmost respect for 
human lile from the moment of concep-
tion." Shortly after this, the World 
Federation of Doctors who Respect Life 
was formed in preparation for the World 
Population Conference. This organization 
was based on the " Lejeune Statement" 
which was drawn up by Doctor Jerome 
Lejeune, a Nobel prize winning French 
geneticist, <based on his discovery of the 
chromosomic disturbance in Down's 
Syndrome). Doctor Lejeune had become 
increasingly disturbed to see his scientific 
discovery , through the use of amniocente-
sis, being used to eliminate patients with 
Down's Syndrome and became a leading 
opponent of liberal abortion laws in 
France. 
L.L. de Veber 
The Canadian representatives of the 
World Federation were Doctor Heather 
Morris, a Toronto obstetrician, and Doctor 
Therese Martei-Jutras of Victoriaville, 
Quebec, a family physician. A copy of the 
"Lejeune Statement" was mailed to all 
Canadian Physicians who were asked to 
sign and return it if they supported the 
statement. Over 5,000 physicians signed 
and returned this statement and we now 
know that there are many other physicians 
who were sympathetic with the statement 
but did not sign it. We feel that this large 
group of physicians will be the main basis 
for the membership of Canadian Physi-
cians for Life. At this point, it might be 
worthwhile quoting the " Lejeune State-
ment": 
"From the moment of fertilization , that is 
from the earliest moment of biologic 
existence, the developing human being is 
alive, and entirely distinct from the 
mother who provides nourishment and 
protection. 
From fertilization to old age, it is the same 
living human being who grows, develops, 
matures and eventually dies . This 
particular human being with his or her 
characteristics is unique and therefore 
irreplaceable. 
Just as medicine is at the service of life 
when it is failing so too it should service 
life from its beginning. It should have 
absolute respect for human life resardless 
of age, illness, disability or degree of 
dependence. 
When confronted with tragic situations, 
it is the duty of the doctor to do everything 
possible to help both the mother and her 
child. The deliberate killing of an unborn 
human to solve social, economic or 
eugenic problems is direcUy contradictory 
to the role of the doctor." 
When Doctor Bette Stephenson took over 
as President of the Canadian Medical 
Association in June 1974, she immediately 
began to make outspoken demands to have 
abortion removed from the criminal code 
and allow abortion on demand. In many 
instances she spoke personally and did not 
reflect C.M.A. policy. This was probably 
the greatest single stimulus that lead to 
the formation of Canadian Physicians for 
Life, to allow a more conservative view to 
be expressed by Canadian physicians. 
On December 4th, 1974 at a meeting at 
Doctor Bannister's house in Cambridge, it 
was decided to disband Friends of 
Hippocrates and combine the membership 
of this organization with the World 
Federation of Doctors who Respect Life, 
anf form Canadian Physicians for Life. 
A national meeting was held in June 1975 
in Calgary to coincide with the C.M.A. 
meetings. From our point of view, there 
was good news and bad news in Calgary. 
The good news was an extremely 
successful meeting with over 100 physi-
cians from across Canada, who elected a 
national executive consisting of Doctor 
Heather Morris as President, Doctor Paul 
Adams of Winnipeg as Vice-President, 
Doctor Therese Martei-Jutras as Vice-
President, and myself as Secretary-
Treasurer. We were able to adopt and vote 
on a statement of principles and we also 
appointed provincial directors across the 
country. 
The bad news was that we were unable 
to have any voice at the C.M.A. Annual 
General Meeting despite assurances and 
requests that we do so. This was a very 
frustrating experience as the actual time 
of the Annual General Meeting was not 
announced and followed quickly on the 
closing of the Council meetings. It was 
chaired by Doctor Bette Stephenson, 
lasted about five minutes and was stopped 
by Doctor Bette Stephenson before any 
general audience discussion could take 
place. Thus, there was no opportunity to 
express a view different from that of the 
C.M.A. Council on abortion or euthanasia, 
topics which had been discussed at length 
during the Council meetings. This episode 
convinced us that there was an urgent 
need for a national organization of 
physicians who would be able to present 
alternative views to the public and to the 
Government on subjects touching respect 
for life such as abortion and euthanasia . 
We feel that the official C.M.A. suggestion 
to remove abortion from the criminal 
code, and leave it between the woman and 
the physician, ignores the unborn baby or 
fetus completely and supports the position 
that abortion is a woman's right. We could 
see this leading to the situation in Sweden 
where a new law now forces a physician to 
perform an abortion or serve in jail with at 
least one Swedish physician being in jail at 
the present time because of this. 
We are also concerned about reports 
emanating from Great Britain indicating 
that training in obstetrics is difficult or 
impossible if the physician is opposed to 
abortion. 
On the local scene, London Physicians for 
Life was one of the first groups to form in 
Ontario <with Hamilton being the first). 
Doctor Jack Patten is the head of the 
London group and London Physicians for 
Life were hosts for an Ontario Physicians 
for Life meeting which coincided with the 
Ontario Medical Association meetings on 
May 5th to 9th, 1975. The speakers at this 
meeting were Doctor Harley Smyth, a 
Rhodes Scholar and neurosurgeon from 
the Toronto Wellesley Hospital, Professor 
Horace Krever, a well known law 
professor formerly of Western and now in 
Toronto, and Doctor Heather Morris. We 
also sponsored a large billboard display 
protesting abortions near the Holiday Inn 
and placed a statement in the local 
newspaper containing the names of over 50 
physicians requesting that abortion re-
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main within the criminal code, and a 
stricter use of health, not including 
socio-economic reasons, be used to apply 
the Law. 
In early October, Doctor Harley Smyth 
was invited to address 800 members of the 
Ontario College of Family Practice and his 
thoughtful and articulate address is 
probably one of the best expressions of 
concern of Physicians for Life that I have 
heard. Doctor Smyth received an enthu-
siastic response to his talk. Some of the 
highlights included a dramatic demonstra-
tion of the concept of the unborn patient 
which occurred when he was performing 
neurosurgery on a five month pregnant 
woman to try to prevent brain hemorrhage 
from an A-V malformation. During the 
operation, he became aware that while one 
team was working on the mother, another 
separate team was caring for the baby. In 
retrospect, he realized that the mother's 
five month old fetus was on her way to 
becoming a daughter and that abortion 
represented a "violent interruption of this 
voyage with a specific and personal 
destination". Reflecting on the climate of 
utilitarianism, materialism and pragma-
tism which is a basis for many 
physicians ' approach to the ethical 
problems of euthanasia and abortion, 
Doctor Smyth reminded the audience of 
the " eclipse of ethics " of German 
physicians in the 1930's and 1940's . He 
pointed out that long before the Nazi 
Government came to full power, German 
physicians had been advocating a pro-
gramme of sterilisation of the mentally ill 
and euthanasia as early as 1931. They were 
strongly influenced by the utilitarian 
philosophy which taught that " what is 
useful is right. " Starting with severely 
retarded individuals and cases of advanced 
senility, the German physicians designed 
and built the gas chambers, progressively 
stepping up their euthanasia campaign. 
Eventually, with the permission of the 
Nazi Government, they destroyed almost 
300,000 " undesirable" individuals before 
the Nazi Government took over this 
efficient killing machine for political 
purposes. The Nuremberg trials substan-
tiated the fact that German physicians did 
all this with little or no pressure from the 
Government. After the war, they were 
heard to make such statements as " we 
never thought it would come to this ; where 
did it all begin" and similar types of 
statements are being made by obstetri-
cians in relation to abortion today. Doctor 
Smyth wonders if the medical profession 
in North America is beginning to suffer a 
second " major eclipse of ethics" <as he 
described the change in the thinking of the 
German physicians in the 1930's ). He also 
referred to the heroism of Dutch doctors, a 
hundred of whom died in concentration 
camps rather than take part in the 
German euthanasia programme. 
On October 21st , the inter-Party 
Committee for Defense of the Unborn 
asked Doctor Heather Morris, Doctor 
Michael Brear from British Columbia, and 
Doctor Smyth, representing Canadian 
Physicians for Life, and Doctor Myre Sim, 
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Professor of Psychiatry at Ottawa, to 
speak to them in Ottawa. This group of 
Federal M.P .'s now numbers over 100 and 
are basically opposed to any further 
liberalisation of abortion laws and are 
seeking some protection for the unborn. 
The group is led by Mrs. Ursula Appoloni 
who gained national fame by defeating 
NDP leader David Lewis in Toronto, with 
the Vice-Chairman being Doctor Robert 
Holmes, a family physician from Wallace-
burg. The purpose of the meeting was to 
obtain facts and biological data from the 
doctors to support the M.P .'s in their 
stand. The physicians were very well 
received and also very encouraged to see 
such a large number of M.P .'s supporting 
in general the philosophy of Canadian 
Physicians for Life. 
Our latest concern is a Committee that 
has been appointed by the Government to 
study the application of the abortion law, 
consisting of three members. The only 
doctor on the Commission is Doctor 
Marion Powell , a well known pro-abortion 
activist from Toronto, Doctor Robin 
Badgley, a sociologist from Toronto, and 
Madame Denyse Fortin-Caron, a Montreal 
lawyer. We are concerned that this 
Commission has such a biased physician 
on it and that the terms of reference are 
very narrow, ignoring the whole question 
of the fetus or unborn rights, complica-
tions of abortion, loss of respect for life, 
etc. However, we plan to participate in the 
fact finding of this Commission to at least 
indicate that abortion on demand is 
available in most major centres and that 
there are many psychiatric and medical 
complications of abortions that are not 
known to the public. 
Perhaps at this point I should indicate 
my own personal involvment in this area 
which began when I was questioning the 
religious and moral objections to abortion 
at a time when my specialized training 
was leading to research and treatment of 
the fetus in the Rh sensitisation problem. 
Since my function in the London area was 
to assess the degree of disease in the fetus, 
in a sense this " unborn patient" gave me a 
biological perspective to argue against 
inidscriminate use of abortion. Because of 
my personal views and my scientific 
expertise in the area of the Rh problem, I 
was called to the United States for several 
court cases to testify for the " unborn 
patient" - an unexpected and fascinating 
adventure in both cases! I now see the field 
of fetology developing rapidly since 
intrauterine transfusions are now stan-
dard treatment and other types of fetal 
surgery are being predicted. With such 
developments as fetoscopy and measure-
ments of early fetal breathing (which are 
being developed at St. Joseph's Hospital 
here in London), the fetus or unborn baby 
has really achieved the status of a patient. 
An eloquent description of this concept 
was written by Sir A.W. Liley, who 
invented intrauterine transfusion, in "The 
fetus in control of his environment" 1 I see 
no ethical problem in the Rh situation or 
other studies which are being conducted in 
the best interest of the fetus . However, we 
also see the rapid development of 
amniocentesis to detect genetically defec-
tive fetuses and then eliminate them 
through selective abortion. As Arthur 
Dyck, the Professor of Population Ethics 
at Harvard University has pointed out, this 
is a paradox in medicine where a major 
thrust in diagnosis is carried out with the 
object in mind to destroy the patient. 
Granted, very few abortions are done for 
this reason and probably some abortions 
may be prevented with the accurate use of 
these techniques . However, the principle 
of this type of "antenatal euthanasia" I see 
being extended to the newborn where 
mongoloid children with life-threatening 
defects are left to die and similarly, babies 
with meningomyeloceles who live with 
many handicaps are being left without 
treatment in some centres. These are not 
dying or terminal patients but rather 
mentally or physically defective patients 
who are being indirectly killed on an 
utilitarian basis and this could be logically 
extended to other defective, handicapped, 
unwanted people in our society. Doctor 
Harley Smyth and his wife experienced a 
vivid contrast in attitudes since the birth of 
their recent baby with Down's Syndrome. 
One paediatrician strongly advocated 
early institutionalisation for economic 
reasons and another indicated that he 
would be opposed to any attempts to 
correct any problems that developed in 
their baby. I!. contrast, they have been 
involved with one of the newer learning 
programmes for Down' s Syndrome 
patients which, by the way, very tew 
M.D.'s are aware of or encourage. A 
similar programme is being carried out 
here in London at the Children 's 
Psychiatric Research Institute and it 
certainly is a hopeful sign that these 
patients are being looked upon as someone 
to be helped rather than someone to get rid 
of. 
I hope that this gives some concept of the 
origins and activities of Canadian Physic-
ians for Life. I have been very encouraged 
to see the widespread appeal of Canadian 
Physicians for Life which bas reached all 
specialties and all religious denomina-
tions, (e.g. Doctor Morris is Jewish, 
Doctors Bannister and Smyth are Angli-
can, Doctor Patten is Baptist). We are in 
the process now of beginning a member-
ship drive and asking for official sponsors 
from some eminent Canadian Physicians 
who have shown interest in our movement, 
such as Doctor Jacques Genest from the 
Montreal University Research Institute, 
Doctor Claude Fortier, President of the 
Royal Society of Canada, Doctor Paul 
David Head of the Montreal Heart Instit~te, Doctor Robert Salter, Head of 
Surgery at Toronto Sick Children 's 
Hospital and Doctor Kurt Stern, Professor 
of Psychiatry, University of Ottawa. Our 
Statements of Principles and Articles of 
Incorporation are available either from 
myself or Doctor Jack Patten locally . 
Briefly, they are based on reverence for 
every human life from conception onwards 
and concern that abortion and euthanasia 
not be abused and that physicians not 
become "judge, jury and executioner" of 
the unborn as - Doctor J .D. Wallace, 
Executive Secretary of the C.M.A. has 
said. We are prepared to educate the 
public in general and to support any group 
with similar interests, such as Right to 
Life groups, Nurses for Life groups, etc. 
with similar interests, such as Right to 
Life groups, Nurses for Life groups, etc. 
myseU would be pleased to supply further 
information. 
As future physicians, I think medical 
students should be reflecting seriously on 
these problems and their impact on 
society. We hope that representative 
students will become active in Canadian 
Physicians for Life. Doctor Patten or 
L.L. de Verber, M.D., F.R.C.P. [C) 
Profe or of Paediatric . 
University of Western Ontario; 
Director of Haematology, 
War Memorial Children's Hospital 
lHiJgers, Thomas W. and Horan, Denis J ., eds . Abortion and Social Ju tice, Sheed and Ward, New 
York, 1972. 
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FACULTY OF MEDICINE 
CONTINUING MEDICAL 
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Cancer Symposium - Cancer of the Mouth 
Anaesthesia Course 
for Family Practitioner-Anaesthet ists 
Symposium on Growth 
Neurology in a Clinical Setting 
Chest Diseases 
Emergency Care of the Critically Ill Patient 
Perinatal Medicine 
Treatment of Coronary Artery Disease and 
its Complications 
Ophthalmology Spring Clinical Day 
Orthopaedic Surgery 
Clinical Seminar 
CPRI Symposium 
Wednesday, January 14,1976 
Victoria Hospital 
Wednesday, February 4 to 
Friday, February 6, 1976 
St. Joseph's, Victoria & University Hospitals 
Friday, March 5 and 
Saturday, March 6, 1976 
University Hospital 
Wednesday, March 17, 1976 
University and Victoria Hospitals 
Wednesday, March 31, 1976 
University Hospital 
Wednesday, April7, 1976 
Victoria Hospital 
Friday, April 9 and 
Saturday, April10, 1976 
Downtown Hol iday Inn 
Wednesday. April 28,1976 
Victoria Hospital 
Friday, April30, 1976 
University Hospital 
Wednesday, May 5, 1976 
University Hospital 
Wednesday, May 26, 1976 
Children 's Psychiatric Research Institute 
The above program is subject to alteration and additions. 
ASSISTANT DEAN - CONTINUING EDUCATION 
FACULTY OF MEDICINE 
THE UNIVERSITY OF WESTERN ONT ARlO 
LONDON , ONTARIO 
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Transient Cerebral Ischemia: 
update and further comments 
H.J.M. Barnett, M.D., F.R.C.P. (C) 
The helpless dependency imposed by a 
catastrophic vascular stroke is a prospect 
that faces about one person in five, and 
will eventually cast a shadow over most 
Canadian households . Within a few 
minutes , a dynamic and energetic 
individual may be transformed, forever, 
into an individual deprived of independ-
ence, speech, and ability to control bladder 
and bowel. Survival may extend for a 
great many years and immediate families 
will have to cope with a situation more 
limiting for the patient and for them than 
would be the case with heart disease and 
more prolonged than that imposed by 
cancer. 
Because of these sobering facts, stroke 
prevention is one of the most challenging 
disorders faced by the medical profession. 
It will be neurology's major preoccupation 
for some time to come. Since the central 
nervous system is incapable of significant 
regeneration, and since the tolerance of 
this tissue L. lUloxia is only a fraction of the 
time elapsing in the average ambulance 
ride to a hospital, our efforts toward 
reducing the toll of stroke sufferers must 
be weighted very heavily towards prevent-
ive measures. 
In the past quarter of a century, enough 
has been accomplished to make an 
optimistic person feel that a concerted 
drive towards stroke prevention is a 
realistic enterprise. With the introduction 
of angiography by Moniz, the Portuguese 
neurologist, the location extracranially, of 
the common sites for stroke have been 
identified. The symptomatology of threat-
ened stroke has come to be known. These 
transient ischemic attacks (TIA's) fore-
warn a significant number of patients and 
their physicians that a stroke may develop 
in months, weeks, days, or even hours 
after this first episode. Coincident with the 
acquisition of this knowledge, there has 
developed an expanded understanding of 
thrombosis as well as drugs and agents 
which interfere with a variety of its 
factors. Surgical skills have been develop-
ed which have made operation on the 
extracranial portion of the cerebral blood 
vessels a common-place. Most recently, 
anastomatic procedures have been devel-
oped which indicate that it may be feasible 
to attempt revascularization of the brain 
by connecting scalp and meningeal 
arteries to the cortical branches of the 
internal carotid and vertebral-basilar 
arterial systems. 
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The review article, which this Journal 
reproduced, (45, 1), was an attempt to 
review the "state of art" in respect to our 
understanding of threatened stroke and its 
treatment. Five preventive measures are 
discussed:-
1. Attention to risk factors. 
2. Vasodilators and drugs reputed to 
improve ischemic neuronal function. 
3. Surgery to improve the cerebral 
circulation. 
4. Anticoagulants. 
5. Platelet-inhibiting drugs. 
Since this article was prepared two years 
ago there bas been no major "break-
through". Evidence increases that our 
most effective area of stroke prevention 
remains in the attention to risk factors, 
particularly hypertension. The futility of 
prescribing the vasodilators and prepara-
tions reported to improve cerebral 
metabolism bas been reinforced by the 
passage of time. There is a singular lack of 
convincing evidence that any of them have 
any place whatsoever in the treatment of 
threatened stroke. Effective vasodilata-
tion may be harmful in the face of recent 
infarction since it may increase cerebral 
edema. Surgery, which was started with 
great promise and expectation, has been 
disappointing when subjected to the 
careful scrutiny of scientific control. This 
has led, in some instances, to a 
considerable reduction in its use. Paradox-
ically, in other centres the decline in 
immediate post-operative mortality has 
led to an expansion of the claimed 
indications for its use and a broadening of 
the base of conditions for which it is 
recommended. Both of these circum-
stances may be regrettable. Although its 
usefulness is less than we had hoped, it is 
by no means discredited. Nevertheless, a 
premature expansion of the indications for 
cerebrovascular surgery could contribute 
to an erroneous discrediting of this 
therapy in the overall picture. 
The role of anticoagulants still remains 
to be settled. There is no longer any doubt 
about the fact that they will diminish and 
even stop transient ischemic attacks. 
There is good evidence that for stroke, of 
cardiac embolic origin, they will improve 
significantly the prognosis when admini-
stered to patients threatened by stroke or 
from artery-~artery emboli arising in the 
extracranial portions of the cerebral 
arteries. 
Drugs which inhibit platelet function 
have not been proven yet to have value in 
situations of threatened stroke. A trial of a 
pyrimido-pyrimidine compound (Persan-
tin) in cerebral ischemic episodes was 
disappointing. An American trial of the 
use of acetylsalicylic acid in transient 
ischemic attacks was pursued for three 
years, but will not be funded for the 
remainder of the planned five years. We 
cannot look to this study for complete 
answers to the question of its efficacy. The 
Canadian collaborative trial will continue 
to add patients . Approximately 550 
patients have been entered for study 
during the past 4 years and when 600 
patients have been accumulated and 
followed for an average of three years, it is 
anticipated that a firm answer can be 
given as to wllether or not sulfinpyrazone 
and/or acetylsalicylic acid reduce or 
eliminate transient ischemic attacks, 
reduce stroke in patients with transient 
ischemic attacks, and reduce mortality in 
this same population. The target date for 
the final analysis is 1977. 
In the meantime, it is apparent that 
other carefully controlled trials of 
treatment must be begun and relentlessly 
pursued. For example, the possibility 
exists that a combination of surgical 
treatment with anticoagulant therapy may 
be better than either of these methods of 
treatment alone. There is no evidence 
since no proper study has been done. It is 
important to gain this knowledge. If a 
positive answer to the usefulness of 
platelet inhibiting agents is achieved, 
their efficacy in conjunction with either or 
both surgery and anticoagulants must be 
tested. 
We cannot eliminate major disease 
problems without human experimentation 
of this sort. It is a serious obligation of our 
profession to test out the efficacy of 
possible therapeutic measures with all the 
care and diligence that can be employed. 
In this application of the scientific 
research method, we must never deprive 
patients of standard and effective treat-
ment. We must never ask our patients to 
assume a risk for the sake of the 
experiment. At the same time, we must 
not deny our patients the knowledge that 
many of the things that we give them as 
" standard" and some of the operations 
that we perform are of unproven merit and 
should be described to our patients as 
"under study". 
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Stage 
Tachy 
The present day skits and antics of 
Tachychardia take origin well back in the 
history of our medical school. The custom 
of poking fun at ourselves and others in the 
profession has been executed for many 
years . 
Looking back to about 1926 when Dr. P.S. 
McKibben was our Dean, we would find 
medical students engaged in an evening 
called "The Banquet". During this 
festivity the Dean would lead a procession 
through the medical school sporting a 
large chef's hat. With roasted pigs carried 
by some, othe.rs sporting large carving 
knives, and aU the students in behind, the 
line wound its way to the gymnasium. 
Here the meal would be served followed by 
a series of skits on the small stage. 
These skits poked fun at all. They were 
often very crude in nature. No reporters 
were allowed to enter the room and no 
females were permitted entrance, even if 
they were medical students. Today's 
production would be considered mild in 
comparison to some of the crudities of 
these skits . 
ia '75 
This year the Meds Wives sold them-
selves to everyone's heart as " Patent 
Medicines". First year ventured to the 
cold far North where they warmed the 
audience with their buffoonery. Second 
year enchanted all with a finely staged 
production of "Comelot" . The Nurses 
tantalized us with their bosoms. Third 
year ventured through London's hospitals 
under the guise of " Bonanza- A Western 
Western". Fourth year presented them-
selves to us for the last time before 
venturing forth in their careers. They 
musically and humorously passed through 
the G.I. tract, Fourth year received the 
trophy for the best performance. 
Again Tachy was a huge success- funny 
lines- packed houses- good belly laughs. It 
is a production important to the character 
of our Medical School. All the years see 
each other together - at their best and at 
their worst. Overtones of political expres-
sion always manage to creep into the 
show. The party after the Wednesday night 
performance was packed, indicative of its 
success. 
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Viruses as Aetiological 
Agents of Cancer 
Evidence that viruses were the causa-
tive agent in tumor induction in chickens 
was first obtained in the early 1900's. In 
1908 Ellerman and Bang reported the 
transmission of erythromyloblastic leuk-
emia in chickens by cell-free filtrates of 
leukemic cells. Three years later Peyton 
Rous reported the transmission in 
chickens of a solid tumor with cell free 
tumor extracts. In spite of independent 
confirmation of these results there was 
reluctance to concede the fundamental 
importance of these discoveries proving 
that viruses can cause malignant trans-
formation . Such scepticism persisted until 
the early 1960's when the pendulum began 
to swing in the opposite direction, due 
mainly to extensive data indicating that 
viruses were the aetiological agents for 
both leukemia and solid tumors in various 
strains of mice. It was not until 1960 that 
the contributions of Peyton Rous were 
finally recognized and he was awarded the 
Nobel Prize for Medicine for his work on 
the avian R A tumor viruses . 
During the past 15 years reports of the 
isolation of tumor inducing viruses from 
tumors of various mammalian species 
have risen very dramatically . Viruses 
which can induce leukemia and solid 
tumors have been isolated from cats, dogs, 
cattle, reptiles and primates. That viruses 
cause malignant tumors in all the above 
species is without question. Whether or not 
man may be included in this list will be 
considered later. 
What is known about these various 
mammalian and rodent tumor viruses 
which can so effectively induce malignant 
tumors'? There are 2 main classes of tumor 
viruses I > Oncorna viruses which have a 
genome composed of RNA (ribonucleic 
acid) and 2) Papova viruses in which the 
genetic information is specified by DNA 
!deoxyribonucleic acid). As examples of 
RNA containing viruses are the leukemia 
and sarcoma viruses isolated from 
chickens, mice, cats, cattle, reptiles and 
primates such as gibbons and wooly 
monkeys. In addition the mammary tumor 
virus isolated from mice is an RNA 
containing virus. 
DNA containing viruses have been 
isolated from a ) kidney tumors of frogs , 
b > a type of leukemia of chickens 
<Marek's Disease >, c> solid tumors of 
mice !polyoma, SV-40 adenovirus ). DNA 
viruses are the causative agents of 
pappillomas in both humans and rabbits. 
In addition, DNA viruses are implicated in 
Burkitt's lymphoma <Epstein-Barr Virus ) 
and in cervical cancer <Herpes Simplex). 
This reveiw will be chiefly concerned with 
a discussion of the Oncorna Virus group. 
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There are 2 main types of RNA tumor 
viruses. Those which cause solid tumors ot 
muscle origin <sarcoma viruses> and those 
which are specific for hemopoietic and 
reticulo-endothelial systems (leukemia 
viruses ). All sarcoma viruses that have 
been isolated to date have been shown to 
induce tumors in vivo, and most leukemia 
virus isolates will induce leukemia in the 
appropriate recipient. The majority of 
leukemia viruses replicate in vitro and 
both leukemia and sarcoma viruses can be 
assayed in vitro. Leukemia viruses 
replicate in tissue culture cells without any 
cytopathogenic effects on the host cells so 
that their detection is dependent upon the 
use of specific indicator cells. Sarcoma 
virus infection is detected as a character-
istic alteration in the morphology of the 
infected cell which is refered to as 
transformation. Infection and transforma-
tion by sarcoma viruses can occur in the 
absence of virus replication. 
The induction of malignant tumors 
<other than leukemia) can occur in the 
absence of virus replication and this is an 
important characteristic of C-type RNA 
viruses. The viral particles containing the 
genetic information for malignant trans-
formation usually lack information for 
some structural viral proteins that 
function in virus replication. Such protein 
components are supplied by "helper" 
viruses which can propogate independent-
ly. Many of these helper viruses are 
leukemogenic. Such complexes of repHca-
tion-defective transforming viruses and 
transformation defective-replication posi-
tive leukemia viruses are typical of the 
avain myelogenous leukemia viruses, 
murine erythroblastic leukemia viruses 
and most sarcoma viruses of avian, 
murine, feline and primate origin. 
As a consequence of the nature of the 
defectiveness of most sarcoma viruses the 
genetic information for their envelopes is 
supplied by helper leukemia viruses. This 
results in the generation of pseudotype 
viruses whereby the genome of a sarcoma 
virus can have a viral envelope specified 
by either a homologous or heterologous 
helper leukemia virus. It is also possible to 
have pseudotype leukemia viruses in 
situations where a cell is co-infected by 
two different leukemia viruses or if 
exogenous viruses infect cells already 
expressing endogenous viral information. 
On the basis of morphology as seen in the 
electron microscope RNA tumor viruses 
are classified as C-type particles. In thin 
sections C-type virus particles have a 
centrally located nucleoid. enclosed in a 
unit core membrane which in turn is 
enclosed in an outer viral lipo-protein 
containing envelope. The diameter of the 
J.K. Ball, Ph.D. 
particles is approximately 1000A. RNA 
tumor viruses are composed of 60-70% 
protein; 2()-30% carbohydrate and approx-
imately l% RNA. RNA tumor viruses 
contain 2 species of glycoproteins and 4-5 
internal proteins. 
Extraction and preparation of the RNA 
from these viruses indicates several RNA 
components are present. The major 
fraction is single-stranded RNA with a 
sedimentation coefficient of 70S and a 
molecular weight of approximately lxto7 
daltons. Lesser amounts of RNA with 
sedimentation coefficients of ISS and 28S 
(contaminating cellular ribosomal RNA > 
and 4S-transfer like RNA species are also 
present. 
The high molecular weight RNA fraction 
represents the genome of the virus and it 
has been shown to have an interesting 
segmented substructure. The RNA seg-
ments appear to be identical in size and 
current data suggest that the subunits are 
genetically idt>11tical also i.e. the genome is 
polyploid. Further, it has been shown that 
while leukemia and sarcoma viruses share 
a considerable proportion of their nucleic 
acid sequences, the sarcoma virus 
contains specific genetic sequences which 
are directly related to its transforming 
ability. Recent studies have been able to 
locate the position of the transformation 
sequences at one end of the genome. 
The RNA tumor viruses are assembled 
at the periphery of the host cell and are 
elaborated from the cell by a budding 
process such that the envelopment of the 
particles is achieved though the acquisi-
tion of a portion of the host cell outer 
membrane. Since the interior of the 
budding particle is continuous with the 
host cell cytoplasm, host cell material can 
be and is incorporated into the virus. 
The mechanism of replication of RNA 
tumor viruses is unique among RNA 
containing viruses of animal, plant and 
bacterial origin. All the latter viruses 
contain an enzyme which can utilize the 
parental viral RNA as a template to make 
progeny viral RNA. An enzyme with 
similar properties could not be found in 
any RNA tumor virus studied. In 1970, 
David Baltimore at the Massachusetts 
Institute of Technology and Howard Temin 
of the McArdle Institute for Cancer 
Research at the University of Wisconsin 
simultaneously reported that purified 
preparations of RNA tumor viruses 
contain an enzyme <reverse transcript-
ase > capable of transcribing the viral RNA 
into a DNA copy. Not only did this 
discovery help to elucidate the mechanism 
of viral replication but by showing that the 
genetic information in the viral RNA could 
be transcribed into DNA it provided a very 
sensitive tool to look for viral specific 
genetic information in both the DNA and 
RNA of normal and malignant cells. 
The initial step in the replication of RNA 
tumor viruses therefore, involves trans-
Cering the genetic i.nformation in the viral 
R A into DNA. This DNA copy then 
becomes integrated into the chromosomal 
DNA of the host cell by means of a 
covalent linkage. This viral information 
will therefore be replicated as part of the 
cell chromosome and barring regulatory 
restrictions imposed by the host cell this 
information can be transcribed into 
progeny viral RNA. 
Both radiolabeled viral RNA and DNA 
produced in vitro from tumor virus RNA 
using reverse transcriptase can be used as 
" probes" for determining the presence of 
homologous sequences in cellular nucleic 
acids. This hybridization technique is 
being used extensively because of its 
sensitivity in that it permits detection of 
only partial expression of viral genetic 
information. 
As a result of extensive work done in the 
Special Virus Programme supported by 
the U.S. National Cancer Institute 
considerable evidence has been obtained 
indicating that many, if not all , murine 
cells contain RNA virus genetic informa-
tion integrated into the host cell genome. 
These observations gave rise to the 
oncogene theory (Huebner and Todaro, 
1969) which proposes that the information 
for the production of C-type viruses is part 
of the genetic complement of every cell, 
that it may be expressed in whole or in 
part, and that such genetic information is 
the cause of neoplasia . 
If the oncogene theory is correct then the 
integrated viral specific information in 
host cell DNA could be vertically 
transmitted from generation to genera-
tion. Two types of vertical transmission of 
viral information have been recognized ; 
congenital infection or genetic transmis-
sion. Congenital infection occurs when 
infectious virus particles released by the 
mother infect the offspring. Infection may 
be via the ovum directly or via the 
placenta or milk. In all cases transmission 
involves an infectious virus particle 
released from a maternal cell which 
infects cells of the progeny. In genetic 
transmission the viral genome is verti-
cally transmitted from one generation to 
the next as viral genetic information 
integrated into the chromosomes of both 
I male and female gametes . 
I 
Transmission of RNA tumor viruses by 
horizontal infection has also been found . 
Horizontal infection with leukosis viruses 
appears to be common in commercial 
chicken flocks in most countries. Recent 
studies have also shown that feline 
leukemia virus can be horizontally 
transmitted within the feline population. 
In most mouse strains there appears to 
be differential expression of viral RNA 
information at various stages during the 
life cycle, particularly those characterized 
by rapid cell division. In vivo expression of 
viral information is influenced by the 
immune and hormonal status of the host. 
Extensive data has accumulated indi-
cating that various external factors such 
as irradiation and carcinogenic chemicals 
can "activate" this endogeneous viral 
information. While there is general 
agreement that the irradiation induced 
leukemias very likely have a viral 
aetiology the role of the induced virus in 
the chemical carcinogen induced tumors is 
less certain. 
RNA tumor viruses can also be induced 
from both normal chicken and mouse cells 
with a variety of chemicals such as 
halogenated pyrimidines (5-iododeoxy-
uridine) and certain inhibitors of protein 
sythesis (cycloheximide >. Two different 
types of endogenous viruses can be 
induced from mouse cells, 1) ecotropic 
viruses for which mouse cells are 
permissive for replication and, 2) xeno-
tropic viruses which will not grow in 
mouse cells of any strain, but will grow in 
cells of heterologous species . In addition it 
is possible that defective endogenous virus 
may also be induced. The replication of 
such viruses would be dependent upon the 
presence of helper viruses and therefore 
their detection would be most difficult. 
The presence of endogenous viral 
information in normal cells adds a major 
complication to all studies concerned with 
establishing the biological properties of 
exogenous RNA tumor viruses. Does 
infection with an exogenous tumor virus 
result in the " activation" of endogenous 
viral information? If activated, can the 
endogenous viral information recombine 
or become packaged with the exogenous 
virus? If interaction between exogenous 
and endogenous viruses can occur how 
does this affect the biological properties of 
the viruses? Definitive answers to these 
questions are being very actively sought. 
Over the past three years evidence has 
been steadily mounting that a viral entity 
is associated with at least on type of 
human cancer - leukemia . The enzyme 
characteristic of RNA tumor virus C-type 
particles, reverse transcriptase has been 
regularly detected in particles derived 
from human leukemic cells. The enzyme 
was associated with high molecular weight 
RNA in a cytoplasmic particle but 
complete, cell-free virus has been difficult 
to detect. The reverse transcriptase 
enzyme has also been shown to be 
antigenically related to that of RNA tumor 
viruses of primate origin. 
In preliminary s tudies using the 
molecular hybridization technique 
Spiegelman and colleagues ( 1972) found 
that DNA complementary to virus-like 
particle RNA was present in human 
leukemic cells but was not detectable in 
normal white blood cells, not even in 2 
cases where the leukemic and normal cells 
were obtai.ned from identical twins. These 
findings have two obvious implications : 
either the oncogene hypothesis implying 
the presence of endogenous viral informa-
tion in all murine cells does not hold for the 
human population, or that RNA tumor 
viruses may be infectious and capable of 
horizontal transmission. Much more data 
is requred in order to confirm or refute 
these possibilities. 
Gallo and co-workers <1974 ) have 
compared the homology of the human 
leukemic cell " viral" RNA to a variety of 
animal C-type viruses and have shown that 
it is most closely related to the woolly 
monkey leukemia-sarcoma viral complex. 
Further support for the above observa-
tions have come in the past year. Mak and 
colleagues (1975) at the Ontario Cancer 
Institute have described the appearance of 
virus-like particles in the tissue-culture 
medium from short-term cultures of 
human leukemic bone marrow cells and 
similar particles were not found in 
cultures of bone marrow cells from normal 
doners . No budding virus could be 
demonstrated but the released particles 
did have the buoyant density, reverse 
transcriptase activity and 60 - 70S RNA 
typical of animal C-type particles. 
Gallagher and Gallo 0975) at the U.S. 
National Cancer Institute also described 
the production of virus from cultures of 
three myelogenous cell lines from the 
peripheral blood of a patient with acute 
myelogenous leukemia. For the first time, 
convincing electron micrographs of C-type 
virus particles were obtained, including 
budding virus. Finally, Scherr and Todaro 
0 975 ) also at the U.S. National Cancer 
Institute, using the virus obtained by Gallo 
et al, reported that antigens related to a 
major structural protein of the primate 
C-type tumor viruses are present in the 
white blood cells of 5 patients with acute 
leukemia. Subsequent studies by Teich, 
Weiss et al 0 975) at the Imperial Cancer 
Research Fund Laboratories in England 
have demonstrated that the C-type virus 
particles isolated by Gallo et al will infect 
and replicate in a variety of human and 
animal cell strains and lines. 
In recent months there have been 
additional reports of new isolations of RNA 
tumor virus-like particles from cultured 
bone marrow cells. In one case, virus-like 
particles were obtained from cultured 
bone marrow cells prior to the diagnosis of 
acute myelogenous leukemia and malig-
nant histiocytosis . RNA tumor virus-like 
particles were also obtained from cultures 
of bone marrow cells derived from a 
patient with lymphosarcoma. 
Immunological studies, using the human 
derived virus of Gallo et al are being 
ca rried out by Teich et al, to screen the 
human population for specific antiviral 
antibodies. Preliminary results indicate 
that antibodies reacting with the viral 
proteins are widespread in the population 
and the antibodies are detectable early in 
life. 
Decisive proof that the virus particles 
isolated from human leukemic cells are 
aetiologically related to leukemia will not 
be readily obtained. Of necessity , the 
leukemogenic activity of any putative 
human tumor virus isolates can only be 
assayed using animals of heterologous 
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species. The results of such experiments, 
whether positive or negative will always 
be difficult to interpret with respect to any 
tumorogenic potential for man. At best, 
the evidence for the aetiological relation-
ship between human tumor virus isolates 
and leukemia (or other tumors ) can only 
be circumstantial. Obviously, a better 
understanding of the various animal 
tumor virus systems will greatly assist in 
determining the key information required 
to build a strong case for or against a role 
for tumor viruses in any or all human 
malignancies. 
The significance of the advances being 
made in understanding the nature of 
animal tumor viruses was recognized by 
awarding the Nobel Prize for Medicine for 
1975 to David Baltimore of the Massachu-
setts Institute of Technology and Howard 
Temin of the McArdle Laboratory at the 
University of Wisconsin for their discovery 
of reverse transcriptase and to R. 
Dulbecco of the Imperial Cancer Research 
Fund in England for his contributions to 
the understanding of the mechanism of 
action of DNA tumor viruses. 
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A Profile of Family Practice in 
London, Ontario 
Martin Bass, M.D., C.C.F.P. 
ummary 
The need is great for a clear picture of who 
the family physicians of Canada are, how 
they function and in what way they are 
changing. Ninety-nine per cent of London 
Family physicians responded to a survey 
on their personal and practice character-
istics. The average London family 
physician is 43.5 years old and has been in 
practice in London 10.3 years. He sees 128 
patients per week in his office; on a typical 
day, has 2.6 patients in hospital under his 
care and 2.8 patients under referred care. 
He makes 4.7 housecalls per week. The 
apparent London trend is towards younger 
family physicians, more of whom are 
female and fewer of whom practice alone. 
There are also more family physicians in 
London now than previously. 
There has never been a greater need for 
a clear picture of who the family 
physicians of Caruida are, how numerous 
they are, how they function, and in what 
way they are changing. Dr. Donald Rice 
addressed this issuel when he appealed for 
more realistic medical manpower statis-
tics generally and on active family 
physicians specifically. 
This paper reports on the number, type 
and workload of family physicians in 
London, Ont. For the purposes of this 
paper, the title 'family physician' includes 
all general practitioners or family 
physicians who see non-referred patients 
in their offices on a continuing basis. We 
have excluded physicians working full-
time in emergency departments, industry, 
and the university health service. 
London is one of 12 Canadian cities with 
a medical school and a population under 
500,000. Situated in southwestern Ontario, 
with 230,000 residents, London has been 
growing at a rate of three percent per 
year. Because it is a regional medical 
centre, medical facilities are extensive -
two general hospitals and one university 
hospital , all three with emergency 
departments. The medical school was 
established in 1878 and the chair of family 
medicine, the first in Canada, was 
established in 1968. 
Method 
By combining information from the 
Canadian Medical Directory, the tele-
phone book yellow pages, London Acad-
emy of Medicine and Ontario Health 
Insurance Plan files, 128 general practi-
tioners were identified as providing 
continuing primary care from office 
facilities . 
These physicians were informed by 
letter that we were studying primary care, 
that an interviewer would call to arrange a 
convenient interview time and that their 
responses were important to determine an 
accurate view of practice. Of the 128, 99 
percent participated in the study. These 
physicians were interviewed in person 
(122) and by telephone and letter (5). One 
resistant physician was incompletely 
interviewed by phone. 
Characteristics of 
London Family Physicians 
1. Sex: 93 percent of London family 
physicians are males. Only nine of the 128 
physicians are women, but of these, five 
have established practice here within the 
last three years. 
2. Age: over half of London's family 
physicians are under 45 years old. This is 
illustrated in Table 1, which also shows 
that only 3.8 per cent of family physicians 
are over 65 years of age. The average age 
of the London family physician is 43.5 
years. 
TABLE 1 
Age Distribution of London 
Family Physicians, June, 1974. 
Age No. % 
25·34 yrs. 39 30.5 
35-44 yrs. 33 25.8 
45·54 yrs. 29 22.7 
55-64 yrs. 22 17.2 
65+ yrs . 5 3.8 
Totals 128 100 
3. Time in London practice : the average 
time spent practicing in London is 10.3 
years, but the median time is only 6.9 
years. This reflects the recent influx of 
new physicians - 25 percent of city family 
physicians have been practicing here less 
than three years. Table 2 presents this in 
detail. 
4. Undergraduate medical education : 52 
percent of London family physicians grad-
uated from the University of Western 
Ontario. An additional 15 percent gradu-
ated from other Canadian medical schools, 
16 percent came from schools in the 
British Isles , and 13 percent from 
European medical schools. Two factors 
Th1s artiCle has been repn nted from "Canad~an Family Physlc~an" , Vol 21. No. 9. pp. 113-120, w1th the penmss10n of 
author and publisher. 
TABLE 2 
Years in London Practice 
No. % 
Under 3 yrs. 31 24.2 
3-4 yrs. 20 15.6 
5-9 yrs. 17 13.3 
1Q.14yrs. 19 14.8 
15-19yrs. 17 13.3 
20.24 yrs. 13 10.2 
25-34 yrs. 6 4.7 
35+ yrs. 5 3.9 
Totals 128 100 
may account for this . Physician immigra-
tion to Ontario has been high for the last 
decade,2 and the growing Department of 
Family Medicine has attracted several 
physicians from the British Isles. 
Office Characteristics of 
London Family Physicians 
1. Practice arrangements : discussions 
around group practice have been so 
prominent that it is easy to overlook the 
importance of solo practitioners. In 
London. 54 percent of family physicians 
are in solo practice. Of the remainder. 20 
percent are associates who share expens-
es. 21 percent are in partnership sharing 
expenses and income and the remaining 
five percent are in employer-employee 
arrangements. Associations and partner-
ships involve, in most cases two or three 
physicians. Historically the large group 
has never been an important part of 
London primary care. 
2. Acceptance of new patients : it may 
have seemed over the last five years that 
the demand for medical care would never 
be met. The London situation does not 
substantiate this feeling : because of the 
large influx of family physicians over the 
last three years, many physicians are not 
as busy as they would like to be. This is 
reflected in the fact that most of the 
physicians who started pratice in the last 
three years are still accepting new 
patients. Table 3 shows the availaoility of 
London family physicians as of June, 1974. 
Only 16 practices (12.5 percent) were 
closed to all new patients. 
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TABLE 3 
Acceptance of New Patients 
No. 
accepting % 
Circumstances patients (n=128) 
Practice open 
fully 59 46.1 
On patient 
referral 95 74.2 
On doctor 
referral 105 82.0 
With problems of 
special interest 20 15.6 
Other reasons 19 14.8 
Note: One doctor may be in more 
than one category. 
3. Office activity: the average scheduled 
time seeing patients in the office was 29.1 
hours per week, ranging from 10-54 hours 
per week. In addition, the physicians run, 
on the average, 28 minutes overtime for 
each full office session. The average 
number of office patients seen in the last 
full week prior to the interview was 128 for 
all family physicians, ranging from 14-321. 
Table 4 shows the distribution of London 
family physician activity in the spring of 
1974. This distribution may not be 
comparable to published provincial statis-
tics because it deals exclusively with office 
visits of active family physicians. 
TABLE 4 
Office Patients Seen 
Week Prior to Interview 
April, 1974 
No. of 
Pts. per Week No. of Drs. 
0-49 6 
50-99 30 
100-149 50 
150-199 23 
200-249 7 
250-350 5 
Totals 121 
unknown 7 
Total 128 
% 
5.0 
24.8 
41 .3 
19.0 
5.8 
4 .1 
100 
4. Consulting hours : the Pickering 
Report3 noted that many patients feel 
physicians' hours are more for their 
o~n.o 1h 
converuence than for the patients' benefit. 
Because a similar sentiment had been 
expressed in London, we were surprised to 
find numerous offices open evenings and 
Wednesday afternoons. Figure 1 presents 
our findings. For Monday, Tuesday and 
Thursday evenings, 25 percent of those 
surveyed were in their offices, and 33 
percent saw patients on Wednesday 
afternoons. Though the physician's office 
activity was concentrated about an 
afternoon office, morning and evening 
hours played an important role. The 
concern about inconvenient office hours 
may arise because there is no overall 
community coordination. 
5. Off-duty coverage : it is no longer 
necessary for an urban physician to be 
personally available 24 hours a day, seven 
days a week. The public appreciates the 
physician's need to have free time and is 
receptive to his sharing of evening and 
weekend coverage with other physicians. 
Indeed, one reason offered by users of 
emergency departments is a desire not to 
bother their regular physician during his 
off-hours.4 The Canadian Medical Associa-
tion Primary Care Committee confirmed 
the principle that all primary care 
physicians should provide 24 hour cover-
age.5 They recommended appointing an 
alternate physician or deputizing service 
when the physician was not on duty . 
We asked family physicians about their 
off·hours arrangements: 84 percent (109 of 
128) were involved in shared weekend 
coverage arrangements. The remaining 1g 
physicians were available through their 
answering services for weekend emergen-
cies. Only one doctor said that if he was 
unavailable his patients were referred to 
the emergency department through the 
answering service. 
Weekday evening coverage was mark-
edly different. Only 54 percent of 
physi~ns shared weekday coverage; the 
remamder were available for their own 
calls. They commented that most patients 
respected the evening and night hours, and 
calls were infrequent. Thus being avail-
able during the week was not a burden for 
those not involved in shared weekday 
coverage. 
6. Expectation of patients' behavior: 
because there was a suggestion that some 
family physicians were encouraging their 
patients to go directly to the emergency 
departments during off-hours,6 we wond-
ered how physicians felt about this 
problem. Initially we asked, "Do you mind 
if your patients go to emergency without 
first trying to contact you or your 
alternate?" Of the respondents, 63 percent 
said yes, 32 percent said no, and five 
percent indicated no preference. One-third 
of London family physicians therefore do 
not mind their patients using the 
emergency depatment directly. 
We wanted to know how physicians 
conveyed their disapproval of patients' 
actions. Table 5 shows the range of actions 
taken by those physicians who did not like 
their patients attending the emergency 
department without consulting them first. 
More than 50 percent of physicians either 
discussed this problem with their patients 
prophylactically, or presented a handout 
sheet which outlined their services. Yet 45 
percent of the disapproving physicians did 
nothing before the event. This group's 
patients, in addition to those of physicians 
who approve direct emergency depart-
ment usage, would present a sizable 
volume to London emergency depart-
ments. 
TABLE 5 
Actions of Physicians 
Who Disapprove of Their Patients' 
Use of Emergency 
Informal discussion 
beforehand 
Handout sheet or 
announcement 
Discuss when the situation 
arises 
Other 
Do nothing 
% 
(n=78) 
25.6 
26.9 
42.4 
3.8 
1.3 
100 
When the above question was asked in 
relation to specialists, 79 percent of family 
physicians minded if their patients went to 
specialists without referral. In this case, 
only 30 percent of the physicians took any 
action to explain their expectation to their 
patients before the event. It is therefore 
not surprising that patients utilize 
specialists contrary to the family physi· 
ciao's expectations. 
7. Hospital patients: the role of the 
family practitioner in hospital care is 
presently udergoing change. In Britain, 
the general practitioner is gradually being 
introduced back into the hospital after 
more than a decade's absence. The 
Ontario payment of four dollars per 
hospital visit makes hospital care unprofit-
able if only one or two patients are seen. 
From our interviews, the range of patients 
in hospital directly under the family 
physician's care on a usual day varied 
from zero to ten. The average number of 
hospitalized patients directly under family 
physician care was 2.6 patients per 
physician, including obstetric patients. 
Seventeen percent of physicians bad no 
patients in hospital under their care. 
Because London is a regional medical 
centre and all hospitals are teaching 
hospitals, all specialties are well repre-
sented. Consultant opinion and care are 
readily available and of good quality. The 
usual number of inpatients under referred 
care ranged from zero to 11 patients per 
physician. The average number of 
hospitalized patients under referred care 
was 2.8 patients per family physician. 
8. Housecalls: the Pickering Report3 
and other recent reports have noted that 
the public is upset over difficulty obtaining 
bousecalls. The Ontario Medical Associa-
tion recently introduced a 30 percent 
increase in the evening bousecall fee to 
encourage physicians in this direction. Our 
study, which was done prior to this 
increase, yielded interesting results as 
seen in Table 6. 
Only four percent of physicians did not 
make housecalls . The average per 
physician for all family physicians was 4.7 
housecalls per week . The housecall 
remains an active part of London family 
practice. 
Discussion 
We have presented a general description 
of the family practitioners of London, Ont. 
It would be interesting to compare London 
to tbe other eleven Canadian cities with 
medical schools and populations under 
500,000. 
The interaction between the university 
and the community pracitioners has been 
particularly good in London. The Depart-
ment of Family Medicine of the University 
of Western Ontario bas felt that family 
practice is best taught in the community 
setting. Thus, 52 of the 128 London family 
physicians are on the Department's full or 
part-time staff. The fact that 41 per cent of 
London 's family physicians are involved in 
teaching undergraduates and residents 
has influenced the role of the family 
physician here. In addition, the London 
Academy of Medicine has acted as a forum 
for university community practitioners' 
differences, and facilitated family prac-
titioner specialist communication. 
The data show that the number of.filmily 
physicians in London may be adequate for 
the city's present needs. The current ratto 
is one family physician per 1800 popula-
tion. For the last 18 months the London 
Academy of Medicine listing service has 
had over 40 physicians on its rolls willing 
to accept all new patients. This is in 
marked contrast to 1970, when the list 
contained only rour physicians. lDlDll-
gration of physicians has been particularly 
high for the past four years,2 and 
Canadian medical schools have increased 
their graduating cla~~ sizes significantly. 
Because the College of Family Physicians 
of Canada has been able to make primary 
care more attractive, greater numbers of 
graduates are choosing this field. These 
influences may result in a temporary 
abundance of famiy physicians in urban 
areas. 
Only seven per cent of London's family 
physicians are female, yet indicators 
suggest that this percentage will rise. Over 
half of the London women doctors have 
established practice in the last three 
years, and more women are enro~ in 
medical schools. Presently, at the UniVer-
sity of Western Ontario 12 per cent of tbe 
fourth-year class is female, while the 
first-year class is 28 per cent female . Many 
Fig. 1. Number of London family physicians seeing office patients 
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of the London female physicians are 
comfortable raising families in conjunc-
tion with active practice. It will be 
interesting to view the impact of this 
development on family practice. 
The London family physicians are 
growing younger statistically. This state 
comes about because the majority of 
newly established family physicians are 
recent graduates. Thirty-one per cent of 
the city's family physicians are under 35 
years of age, while only 3.8 per cent are 
over 65 years of age. The influx of new 
physicians bas tended to lower the average 
age each year. Unless there is an exodus of 
these young physicians , the strong 
presence of family medicine in London will 
continue. 
Governmentrecommendationsfavoring 
group practice aside, solo practice persists 
as a reality in this urban centre. This is 
slowly changing in London. At present 54 
per cent of London family physicians are 
in solo practice. Within the last five years, 
only 39 per cent of newly established 
family physicians have opted to practice 
independently. The younger physician is 
attracted to the availability of advice and 
off-duty coverage in group practice, but 
this is countered by a loss of independence 
and often higher overhead. While the 
problem of solo practice is professional 
and community isolation, the study found 
that solo practitioners of London conferred 
with other physicians and other health 
professionals at rates similar to those of 
physicians in group practice. 
In summary, family practice in London, 
Ont. , is a resilient element in tbe delivery 
of primary medical care. The numbers of 
London famiy physicians appear adequate 
for present needs and demands. This care 
is readily available and includes bouse-
calls and hospital care. Because of the 
active university Department of Family 
Medicine, many practitioners are increa-
singly involved in teaching family 
medicine. 
The portrait of the average London 
family physician is undergoing gradual 
change. For the moment he is 43.5 years 
old, a University of Western Ontario 
graduate in practice in London 10.3 years. 
He works alone, seeing 128 patients per 
week in his office. He shares weekend 
coverage. He minds if his patients go to 
emergency or to a specialist without first 
trying to contact him. He bas 2.6 patients 
in hospital solely under his care and 2.8 
patients under referred care per week. He 
makes 4.7 bousecalls per week. The 
picture will change according to the trends 
mentioned, but how the practice of 
medicine will change is a much more 
difficult question to answer. 
This article looks at the present state of 
family practice in London. In the next 
issue some of the recent trends in primary 
care will be examined. 
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It Happened In 
Canadian Medicine 
Although surgery has been practised 
from earliest recorded times, it is scarcely 
flfty years since operations, which are now 
carried out daily in their hundreds, free of 
pain, suffering, and with almost no 
mortality, had not even been conceived of. 
The great Lister himseH never performed 
an abdominal operation, yet on May lOth, 
1883, Dr. Abraham Groves of Fergus, 
Ontario , operated and removed an 
appendix successfully, the first operation 
of its kind on this continent. Some fourteen 
similar operations had been carried out in 
England, but they were for drainage of an 
appendix abscess, and there is no record of 
the appendix itself having been removed. 
In 1878 on a kitchen table in the Old 
Bullirog tavern in Guelph, Ontario, this 
daring young doctor operated upon a man 
called Hood, weighing 300 lbs., and 
removed six stones from the bladder 
through the abdominal route-the first 
time such an operation had been 
undertaken on this continent. Surely these 
two great surgical feats should have won 
him world acclaim, but as, unfortunately, 
is so often the case, it marked him for 
abuse and disdain as being too radical. 
The greatness of this extraordinary man 
is not to be measured by the volume of the 
work be did, but by the great daring and 
foresight which he displayed in undertak-
ing surgical measures far in advance of his 
time. When Abraham Groves graduated 
from Toronto Medical School in 1871 he 
had not seen an abdominal operation, yet 
in 1874 he performed a successful 
operation for removal of an ovarian 
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tumour. Pasteur had suggested the germ 
theory of infection to Lister but the latter 
was still struggling to establish and 
introduce antiseptic surgical precautions. 
Dr. Groves in the seventies and eighties 
practised a eptic surgery years before 
even the great Lister had expounded his 
theories. In 1874 be bad the extraordinary 
foresight to boil everything-sheets, 
towels, gauze, and instruments that were 
to be employed at the operations. He 
thoroughly scrubbed his own hands and 
arms for twenty minutes with soap and 
boiled water, and from the very outset of 
practice demonstrated that the so-called 
" laudable pus" was unnecessary, and that 
peritonitis and infected wounds could be 
avoided by such precautions. He was 
twenty years ahead of his time in this 
great principle, so necessary for success-
ful surgery. For this alone his name should 
go down to posterity in the annals of 
surgery. He became an adept operator. He 
had " the gentle touch of a lady, and the 
heart of a lion" in performing what were 
astounding surgical feats in those days. 
The great part of his early surgery was 
carried out on the kitchen table, with 
untrained assistants and usually with a 
medical student or a layman to administer 
the anaesthetic. " Operations of such a 
grave type were too dangerous!" His 
fellow prac titioners were afraid to 
a ociate themselves with him. He was 
looked on as too radical. In the early 
eighties, many years before surgical 
gloves were introduced, he boiled ordinary 
rubber driving gloves for surgical proced-
ures, and was convinced they prevented 
spreading infection from one patient to 
another. 
ln Dr. Groves' time great surgeons were 
developed on the continent- Nicholas 
Senn, Joseph Price, Halstead, John B. 
Murphy, Oschner, Deaver, Cushing, the 
Mayos, Crile, and many others. The name 
of Abraham Groves must be included with 
these masters of American surgery. While 
the great work of Dr. Groves has not 
brought him the acclaim and recognition 
by academic centres aod surgical societies 
that were accorded to these other great 
surgions during their lifetime, I believe he 
will yet receive the recognition that his 
extraordinary surgical genius merits. 
There is no doub~ that had he been 
associated with a University, he would 
have established as great an international 
reputation as a surgeon, as his class-mate 
Sir Wm. Osler, did as an internist. Dr. 
Groves has lived through shared in, and 
materially contributed to great advances 
in surgery. He has been one of the great 
surgeons of his time. 
From " Foreward" by A.L. Lockwood in 
Abraham Groves, AU in tbe Day' Work, 
Toronto: Macmillan, 1934. 
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